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The purpose of this study was to determine if disparities exist in lifetime utilization of mental 
health/substance abuse services among Asian, Native Hawaiian/Other Pacific Islander (NHOPI) 
and White mothers. The study sample was comprised of mothers assessed to be at-risk (n=491) 
and not at-risk (n=218) for child maltreatment in the Hawaii Healthy Start Program study. 
Multiple logistic regression models were used to test the effects of predisposing, need, and 
enabling factors on utilization of services. Results revealed that among mothers with depressive 
symptoms, compared with Whites, Asians and NHOPI were significantly less likely to have 
received services. There were no significant racial differences in use of mental health/substance 
use services by other factors. These results suggest that racial disparities exist in utilization of 
mental health/substance abuse services among mothers with depressive symptoms. Future 
research is needed to identify barriers and facilitators to accessing needed services for Asian and 
NHOPI women. 
Mental health and substance use disorders are major public health issues that cause a tremendous 
amount of burden on affected individuals and society as a whole. For instance, major depressive 
disorder is the leading cause of disability in the United States,1 and affects nearly twice as many 
women as men.1-3 Although studies examining mental health among racial minorities are 
limited1, 4, 5, collectively they show that racial minorities experience a greater disability burden 
from mental disorders compared to Whites due to receipt of less and poorer quality of care.6-8 
The annual costs of treatment of substance abuse and depression are approximately $67 
billion and $44 billion, respectively.9, 10 There are existing treatments that have proven to be 
effective for major depressive disorder and substance use disorders1, 8, 9, 11; however, many 
individuals who need treatment for these disorders do not receive it.11 Studies of substance 
abusing populations have also shown that racial minorities are less likely to seek treatment,12 and 
they receive fewer services13-15. Similarly, evidence show that racial minorities have lower rates 
of health care utilization for mental disorders compared to Whites due to factors such as stigma 
and financial costs.8, 11, 16, 17 
Most prior research has not focused on Asians and Native Hawaiian/Other Pacific 
Islanders (NHOPI) or has combined Asians and NHOPI in reporting findings. Asians and 
NHOPI are often perceived as “model minorities”, which stereotypes them as successful racial 
minorities compared with other racial minorities. This model minority myth perpetuates the 
notion that Asians and NHOPI are problem-free including not being affected with health 
problems, such as mental and substance use disorders, or needing services to address these 
disorders.8 
It is not too surprising, then, that there is limited knowledge about mental health and 
substance abuse service use among Asian and NHOPI women.18 Previous research has revealed 
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that, overall, the Asian and NHOPI populations have a lower prevalence of substance use 
compared to rates of the total U.S. population,19, 20 but that rates differ among Asian and NHOPI 
ethnic subgroups. For example, Pacific Islanders have very high substance use rates while 
Chinese and Southeast Asians have the lowest compared with other ethnic minorities19; hence, 
available data should be interpreted carefully. There is also little published research on gender-
specific (e.g. NHOPI women’s utilization rates) and psychosocial correlates (e.g. social support; 
intimate partner violence) of depression and substance abuse among NHOPI women. 
Considering the cultural heterogeneity with Asian and NHOPI populations21 and that women are 
traditionally responsible for their children’s health22, it is vital to improve the field’s knowledge 
of mental health and substance abuse treatment service use among Asian and NHOPI women. 
The availability of data from an experimental study of a home-based support program for 
families at-risk for child maltreatment provided an opportunity to assess utilization of mental 
health/substance abuse services by Asian and NHOPI women. The goal of the present study was 
to compare the prevalence of lifetime receipt of mental health/substance abuse services among 
women by race, and to identify factors that moderated racial disparities in such service use. 
METHODS 
This cross-sectional study used existing data from a multi-site trial of the Hawaii 
“Healthy Start Program” (HSP) to relate maternal attributes, including race, to report lifetime use 
of mental health/substance abuse services. The following section describes the parent study and 
the conceptual model, dependent variable, independent variables, and data analysis methods for 
the current study. 
2 
Parent Study 
Data were drawn from a multi-site randomized trial of HSP. The HSP’s overall aim is to 
“improve family functioning and, in so doing, promote child health and development and prevent 
child abuse” (p.625).23 The HSP has two components: 1) Population-based screening and 
assessment of families to identify those at-risk for child maltreatment; and 2) Home visiting for 
families who are identified at-risk.24 A more detailed description of the home visiting component 
can be found elsewhere.24 
The randomized trial, which began in 1994-95, focused on six HSP communities on the 
island of Oahu. Each of the sites is a geographically defined community. The program sites 
were Waipahu, Diamond Head, Ewa, Waianae, Kalihi-Palama, and Kaneohe. Over time, the 
State increased coverage to 100% of communities. At the time the study was done, it targeted 
communities with greater vulnerability. Oahu is home to 80% of Hawaii’s population. 
Communities on the island of Oahu rather than the neighbor islands were selected to allow close 
monitoring of fieldwork while containing costs. The communities were different in terms of 
demographic characteristics. For instance, according to statistics from the 1990 United States 
Census, the proportions of adults lacking a high school education ranged from 17-45% among 
the six HSP communities, and the proportions of Native Hawaiians ranged from 7-41%.25 The 
At-Risk families within the six HSP communities, however, were similar in most respects, 
including parental age, race, poverty status, education, substance use and domestic violence.25 
The screening and assessment of family risk for child maltreatment were conducted daily 
on all of Oahu’s civilian hospitals with obstetric units for all women residing in communities 
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served by HSP programs. Per the usual protocol, the HSP staff screened all new mothers’ 
medical records at the obstetrical unit for family risk for child abuse.26 The families provided 
informed consent for the review of medical records at hospital registration.25 The 15 areas that 
were used to measure family risk included: 
“parents not married; unemployed partner; inadequate income; unstable housing; lack of 
telephone; less than high school education; inadequate emergency contacts; marital or 
family problems; history of abortions; abortion unsuccessfully sought or attempted; 
adoption sought; history of substance abuse; history of psychiatric care; history of
depression; and inadequate prenatal care” (p.67).26 
If the record suggested risk, or if it did not contain enough information for screening, the family 
was interviewed to assess each parent’s risk using Kempe’s Family Stress Checklist.27 The 
Family Stress Checklist assesses risk for child abuse based on 10 risk factors. A family was 
considered to be at-risk by having one or more of the following 10 risk factors on the Family 
Stress Checklist: 1) history of abuse as a child; 2) substance abuse, mental illness, or criminal 
history; 3) previous or current Child Protective Services involvement; 4) low self-esteem, poor 
coping ability; 5) multiple life stressors; 6) potential for violent temper outbursts; 7) unrealistic 
expectations for child’s development; 8) harsh punishment of a child; 9) perceives child as being 
difficult or provocative; and, 10) child unwanted or risk for poor bonding.25 The possible score 
from this Family Stress Checklist range from 0-100. Each parent was scored as 0 (no risk), 5 
(mild risk) or 10 (severe risk) for each of the 10 risk factors assessed. Families were eligible for 
HSP home visiting if either parent had a total Family Stress Checklist score of 25 or greater and 
if the family was not already known to the child protective services.26 The families were eligible 
for the study if the mother spoke English well enough to complete study interviews (over 97% of 
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families eligible for HSP) and if the family was willing to be enrolled in home visiting if 
randomly assigned to the HSP group. 
The sample of At-Risk families was selected at the time of the HSP assessment. The 
families who were identified as at-risk for abuse were offered program services, and program 
participation was voluntary. After an eligible family was identified, a staff member described 
both the HSP and the study, and obtained a signed, informed consent from the mother to 
participate.25 Of the 897 eligible at-risk families, 81% were willing to enroll in home visiting and 
in the study, less than 1% were willing to enroll in home visiting but did not want to be in the 
study, and the remainder declined home visiting. The percent of families willing to enroll in the 
HSP was comparable to rates prior to the study. Compared to those refusing home visiting, 
enrollees were slightly younger, and were more likely to be at very high risk for child 
maltreatment, to have given birth prematurely, and to have completed their assessment of risk in 
the hospital rather than by the telephone (23% of the participants and 44% of the non­
participants were assessed by the telephone).26 
Research staff conducted a baseline maternal interview within a month after the baby’s 
birth (in 1994-95), with the first wave of data collection ending in 1998-99. Of those providing 
consent, 94% of the eligible At-Risk families completed the baseline interview: intervention 
(n=373) and controls (n=311). Trained research staff independent of the HSP collected data from 
At-Risk families at their homes at baseline, when the child was one, two, and three years old, and 
when the child was in first grade. 
When children in the At-Risk sample were in first grade, an addition comparison group 
of Not-At-Risk families was assembled (n=440 families). This random sample was drawn from 
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the cohort of families of newborns who had screened negative for risk of child maltreatment in 
the study communities at the time that the at-risk families were screened and assessed. The Not­
At-Risk sample was stratified by birth weight, gender, and parity within each HSP community.  
There were 19 families who were deemed ineligible to participate due to language barriers or 
child’s death, 82 families who could not be located, 116 families who refused, and 223 families 
who were enrolled and followed when the children were in grade 1. 
Mothers in the study received monetary remuneration for the completion of interviews. 
They received $25 for the baseline interview and $30 for the grade 1 follow-up interview. 
Funding for this study were provided by the Robert Wood Johnson Foundation (18303), 
the Annie E. Casey Foundation (94-4041), the David and Lucile Packard Foundation (93-6051, 
94-7957, 97-8058, and 98-3448), the Hawaii State Department of Health (99-29-J), the U.S. 
Maternal and Child Health Bureau (R40 MC 00029, formerly MCJ-240637 and R40MC00123, 
formerly MCJ-240838), the National Institute of Mental Health, Epidemiological Center for 
Early Risk Behaviors (P30MH38725), and the National Institute of Mental Health (R01 
MH60733). The study was approved by the Hawaii Department of Health Research Review 
Committee and by the institutional review boards of The Johns Hopkins University School of 
Medicine and the six hospitals where families were assessed and enrolled into the study. 
Response Rates of Parent Study 
Overall, follow-up interviews when the children were in grade 1 were obtained for 770 
families; of these, 709 were interviews with the child’s biologic mother. The overall response 
rates were 80% (547/684) for the At-Risk sample and 53% (223/421) for the Not-At-Risk 
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sample. Within the At-Risk sample, response rates were 78% (243/311) for the control group and 
82% (304/373) for the intervention group. 
The racial distributions for the At-Risk Grade 1 sample were 14% White, 26% Asian, 
32% NHOPI and 28% with no primary affiliation or other. The racial distributions for the Not­
At-Risk Grade 1 sample were 13% White, 42% Asian, 15% NHOPI and 30% with no primary 
affiliation or other. 
Within the sample of at-risk mothers, those with vs. without an interview did not differ 
by race or age. Within the sample of Not-At-Risk mothers, those with vs. without an interview 
did not differ by age but did differ by race (p=0.01). The following proportions of Not-At-Risk 
mothers had completed the interview: 64% Whites, 44% Asians, 63% NHOPI and 55% with no 
primary racial affiliation/other. 
Conceptual Model 
The Andersen and Aday Behavioral Model and Access to Care (Figure 1) was used to 
guide variable selection for measuring racial disparities.28 It is important first to identify whether 
racial disparities in service use are present after controlling for service need, defined here as 
depressive symptoms, substance use, and/or intimate partner violence. Then, one tests for 
interactions of predisposing and enabling variables with race. Previous studies have used this 
model to examine mental health services use by Asians and NHOPI 29, rates/predictors of 
inpatient psychiatric care30, and depression and substance use as predictors of utilization31, 32. 
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Dependent Variable 
The study’s dependent variable, lifetime use of residential/outpatient mental 
health/substance abuse services (yes/no), is a health behavior.33 Each mother was asked, “Have 
you ever stayed overnight in a hospital/treatment center for substance use/emotional problems?” 
If no, she was asked, “Did you ever want/need to stay overnight in a treatment center for 
substance use/emotional problems?” Each mother was also asked, “Have you ever in your life 
received outpatient help/treatment for substance use/emotional problems?” If no, she was asked, 
“Did you ever want/need outpatient help/treatment for substance use/emotional problems?” 
These questions combined both mental health and substance abuse services; hence, this study 
was unable to separate these two types of services as distinct outcomes. 
Independent Variables 
The baseline independent variables included the environment (study group) and 
predisposing characteristics (race, age, education, marital status, and employment). The race 
categories included Asian, NHOPI, White, and no primary racial affiliation/other. In terms of 
age, there was no difference in the prevalence of utilization of mental health/substance abuse 
services among mothers who were 19 years old or younger, 20-25, and 26-34 (20%, 20% and 
21%, respectively); however, 30% of mothers who were 35 years and older reported utilizing 
such services. The following analyses, therefore, treated age as a binary variable (34 years old or 
younger, and 35 years old or older). 
The education categories included less than a high school education, a high school 
education, and some college, a college education or graduate education. Maternal employment 
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in the past 12 months was treated as a binary variable (yes and no). Marital status was also 
treated as a binary variable (married or living together, and single, separated, divorced, or
widowed). 
The enabling resources included health insurance, household poverty level and social 
support. The current health insurance categories included private health insurance, public health 
insurance, and no health insurance. The household poverty level, which was determined using 
the federal poverty level guidelines, was treated as a binary variable (above household poverty 
level, and below household poverty level). 
Social support was assessed using the Maternal Social Support Index.34, 35 The Maternal 
Social Support Index consisted of 18 items that were distributed among the following seven 
domains: 1) help with daily tasks, 2) satisfaction with visits from kin, 3) help with crises, 4) 
emergency child care, 5) satisfaction with communication from male partner, 6) satisfaction with 
communication from another support person, and 7) community involvement. The Maternal 
Social Support Index has been successfully used with Asian and NHOPI women.36 
The need factors included depressive symptoms, problem alcohol use, illicit drug use and 
intimate partner violence. Depressive symptoms were assessed using the Center for 
Epidemiologic Studies-Depression (CES-D) scale. The CES-D scale is a 20-item, self-reported 
instrument that assesses the level of depressive symptomatology in the past week.37 Each item 
receives a score of 0, 1, 2, or 3 based on the frequency of occurrence with a higher score 
indicating more occurrence of the particular symptom, thus, the total CES-D score can range 
from 0-60. Previous research has employed a cutoff score of 16 or greater to designate an 
individual as depressed.38, 39 Thus, the following analyses defined a score of 16 or greater as 
positive for depression. The CES-D scale has been used and validated with Asian40, 41 and Native 
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Hawaiian adults.42-47 The internal consistencies (Cronbach alpha) for the CES-D scale was 0.87, 
which was comparable to the original scale’s reliability.37 
Problem alcohol use was assessed using the CAGE. CAGE is a short test developed to 
screen for alcoholism or covert drinking problems. An interviewer administered the CAGE, 
which asks: 1) Have you ever felt you should Cut down on your drinking?; 2) Have people 
Annoyed you by criticizing your drinking?; 3) Have you ever felt bad or Guilty about your 
drinking?; and 4) Have you ever had a drink first thing in the morning to steady your nerves or to 
get rid of a hangover (Eye opener)?48 CAGE items are scored a 0 or 1 and a total score of 2+ is 
seen as an indication of an alcohol problem or alcoholism. Problem alcohol use was defined as 
ever CAGE positive and have drank in the past year (yes or no). The study did not collect 
information about the respondent’s lifetime experience with problem alcohol use. 
Illicit drug use was categorized as 1) no, never used illicit drugs, 2) yes, used illicit drugs 
in the past but not currently, and, 3) yes, used illicit drugs in the past and in the past 12 months. 
Interviewers asked the respondents, “Which of these have you ever used without a doctor’s 
prescription, ever in your life, even once?” Some examples of illicit drugs included marijuana, 
methamphetamines, cocaine, and heroin. 
Intimate partner violence was assessed with the Conflict Tactics Scale-2, a revised 
version of the Conflict Tactics Scale.49 The respondents were asked, “How often did this happen 
in the past 12 months?” The following three Conflict Tactics Scale-2 subscales were included in 
the survey: 1) psychological aggression; 2) physical assault; and 3) sexual coercion. All eight 
psychological aggression items, all 12 physical assault items, and three of the seven sexual 
coercion items were included in the survey. The Conflict Tactics Scale50, 51 and the Conflict 
Tactics Scale-252, 53 have been used and validated with Asians and NHOPI. The following 
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analyses include mothers’ lifetime experience with intimate partner violence. The internal 
consistencies (Cronbach alpha) for the psychological aggression, physical assault, and sexual 
coercion Conflict Tactics Scale-2 subscales in this sample were 0.82, 0.90 and 0.57, respectively; 
the psychological aggression and physical assault scales were comparable to the original scales’ 
reliabilities.49 
Data Analysis 
Stata version 9.054, was used to analyze the data.  The analysis was limited to biologic 
mothers since data on race were not available for other primary caregivers. Descriptive statistics 
were calculated to estimate population parameters. Bivariate analysis (for each explanatory 
variable), likelihood ratio test for each factor, exploratory data analysis for potential effect 
modification, and multiple logistic regressions were performed. In terms of effect modification, 
potential interactions between race and need factors (depressive symptoms, substance use, and 
intimate partner violence) were explored first. Then, potential interactions between race and 
predisposing and enabling variables were explored. An interaction effect was included in the 
final multivariate model if it was found to be statistically significant (p<0.05). The multivariate 
model included race, risk status for child maltreatment, variables that were found to be 
significant in the bivariate analyses (p<0.05), variables that were supported by previous research 
to be significantly associated with mental health/substance abuse services, and significant 





There were 709 mothers in this study including 491 that were identified to be At-Risk 
and 218 assessed to be Not-At-Risk for child maltreatment (see Table 1). The study sample 
comprised of 13.7% Whites, 30.8% Asians, and 26.9% NHOPI. The remaining mothers reported 
no primary racial affiliation or other. The study sample’s age range was 14-43 years old. 
Over half of the mothers were married to or living with a partner. Most of the mothers 
had health insurance, but over a third lived below the household poverty level and a fifth were 
unemployed in the past year. Thirteen percent of the mothers had less than a high school 
education. Also, most mothers reported having some family members or friends helping them in 
most areas of social support, but a majority of the mothers reported having no membership or not 
being active or fairly active in voluntary groups. 
The mean total CES-D score was 12 (range: 0-55); 28.4% of mothers scored positive for 
depressive symptoms. Nearly 45% of mothers reported never using illicit drugs, 49.1% reported 
past use only, and 6.4% reported past and current use. Nine percent of mothers had problem 
alcohol use in the past year. Nearly 16% of mothers experienced no intimate partner violence, 
73.9% any psychological aggression, 26.8% any physical assault, and 10.4% any sexual 
coercion. 
A correlation matrix (not shown) revealed that the “need” factors were not highly 
correlated. Also, the mean Variance Inflation Factor for the “need” factors was 1.04, an 
indication of low collinearity among the items. 
12 
Type of Care 
Overall, 21% (n=151) of the mothers reported lifetime receipt of outpatient or inpatient 
mental health/substance abuse services. Of the 151 who received mental health/substance abuse 
services, 20 (13%) mothers received both inpatient and outpatient services, 125 (83%) used only 
outpatient services, and six (4%) used only inpatient services. 
In terms of types of care, 13% of the mothers reported receiving only professional care, 
3% only non-professional care, and 6% both professional and non-professional care (Table 2). 
Among mothers who did not report utilizing any mental health/substance abuse services, less 
than 10% had stated that they had “ever wanted or needed services”; therefore, due to this small 
number, this variable was not examined as an outcome. 
Bivariate Analyses in Utilization of Mental Health/Substance Abuse Services 
Bivariate analyses revealed that race was significantly associated with use of mental 
health/substance abuse services. Compared with White mothers, Asian [unadjusted OR: 0.43 
(95% CI: 0.25, 0.76)] and NHOPI [unadjusted OR: 0.53 (95% CI: 0.30, 0.93)] were significantly 
less likely to have received services. 
Bivariate analyses also showed that use of mental health/substance abuse treatment 
services did not significantly differ by risk for child maltreatment or study group, or by two 
predisposing characteristics - age and education. However, other predisposing characteristics and 
enabling resources were found to be significantly associated with service use. Specifically, 
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compared with mothers who were married or living with a partner, mothers who were 
single/separated/divorced/widowed were significantly more likely to have used services 
[unadjusted OR: 2.30 (95% CI: 1.59, 3.31)]. In addition, mothers who had public health 
insurance (vs. private) [unadjusted OR: 1.71 (95% CI: 1.17, 2.49)], been unemployed in the past 
12 months (vs. having one or more jobs) [unadjusted OR: 1.59 (95% CI: 1.04, 2.44)], and were 
living under the household poverty level [unadjusted OR: 1.64 (95% CI: 1.13, 2.38)] were also 
significantly more likely to have used services. 
In terms of social support, mothers who had help with one or more daily tasks were less 
likely to ever receive services compared with mothers who had no help [unadjusted OR: 0.92 
(95% CI: 0.86, 0.99). Also, for each additional person a mother could count on in time of crises, 
the unadjusted odds ratio increased by 2% (95 % CI: 1.00, 1.05). However, having emergency 
child care, having regular talks with another person, attending religious services, and 
involvement in voluntary groups did not play a significant role in use of services. Furthermore, 
satisfaction with the number of visits from kin did not play a significant role in ever utilizing 
services among mothers who said they see one or more relatives a week. Mothers who reported 
seeing no relatives, however, were significantly more likely to ever utilize services compared 
with mothers who reported seeing at least one relative per week and were satisfied with the 
number of visits [unadjusted OR: 1.74 (95% CI: 1.10, 2.76)]. Finally, mothers who reported 
being dissatisfied or very dissatisfied with communication from their male partner compared 
with mothers who reported being very satisfied were significantly more likely to have used 
services [unadjusted OR: 2.86 (95% CI: 1.44, 5.71)], but there was no significant difference 
among mothers who reported being satisfied. 
14 
All of the need factors were found to play significant roles in the bivariate analyses. In 
particular, mothers who were positive for depression were significantly more likely to have used 
services [unadjusted OR: 2.56 (95% CI: 1.76, 3.73)]. Mothers who reported illicit drug use in the 
past, regardless of current use, were significantly more likely to have utilized services compared 
with mothers who never had illicit drug use. The unadjusted odds ratio for those with past illicit 
drug use but no current use was 2.92 (95% CI: 1.92, 4.45); the unadjusted odds ratio for those 
with past and current use was 6.20 (95% CI: 3.13, 12.27). Mothers with versus without problem 
alcohol use in the past year were significantly more likely to have received services [unadjusted 
OR: 2.44 (95% CI: 1.42, 4.21)]. 
Lastly, compared with mothers who reported having no lifetime experience with intimate 
partner violence, mothers who reported having past and/or current experience with intimate 
partner violence (e.g. psychological aggression, physical assault, or sexual coercion) were 
significantly more likely to have received services [unadjusted OR: 3.16 (95% CI: 1.40, 7.15)]. 
Additionally, compared with mothers who reported having any lifetime experience with physical 
assault, mothers who reported having any lifetime experience with physical assault [unadjusted 
OR: 1.78 (95% CI: 1.18, 2.67)] were significantly more likely to have received services. 
Compared with mothers who reported having any lifetime experience with sexual coercion, 
mothers who reported having any lifetime experience with sexual coercion [unadjusted OR: 2.51 
(95% CI: 1.49, 4.24) were significantly more likely to have received services. 
Racial Disparities in Utilization of Mental Health/Substance Abuse Services 
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 Table 3 shows the results of the final multivariate logistic regression model. There were
no significant differences in receipt of mental health/substance abuse services by risk for child 
maltreatment. Mothers who were 34 years old or younger compared with those who were 35 
years old or older were significantly less likely to have received services [adjusted OR: 0.40 
(95% CI: 0.21, 0.77)]. There were no significant differences by marital status and health 
insurance; however, mothers with a high school education compared with some college or more 
were significantly less likely to have received services [adjusted OR: 0.59 (95% CI: 0.35, 0.98)]. 
Mothers who lived below the household poverty level compared with above the household 
poverty level were significantly more likely to have received services [adjusted OR: 1.73 (95% 
CI: 1.02, 2.93)]. In terms of social support, for each additional person a mother could count on in 
time of crises, the adjusted odds ratio increased by 4% (95% CI: 1.01, 1.07). Mothers who 
reported past use of illicit drugs were significantly more likely to have received mental 
health/substance abuse services. Specifically, the adjusted odds ratio for past illicit drug use but 
not current illicit drug use was 2.62 (95% CI: 1.63, 4.23), and the adjusted odds ratio for past and 
current illicit drug use was 5.18 (95% CI: 2.32, 11.59). Problem alcohol use, experience with 
psychological aggression or physical assault were not found to be significantly associated with 
use of services. Additionally, mothers with experience with sexual coercion compared with no 
experience with sexual coercion were significantly more likely to have received services 
[adjusted OR: 2.27 (95% CI: 1.19, 4.32)]. 
There was a significant interaction between race and depressive symptoms. Among 
mothers with depressive symptoms or identified to be positive for depression, the adjusted odds 
ratios for lifetime receipt of mental health/substance abuse services for Asians was 0.18 (95% 
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CI: 0.05, 0.66) and NHOPI was 0.25 (95% CI: 0.07, 0.84) compared with Whites. Among 
mothers who were identified negative for depression, no racial differences were found. 
DISCUSSION 
This study addressed the field’s limited understanding of the lifetime prevalence of 
utilization of mental health and substance abuse services by Asian and Native Hawaiian/Other 
Pacific Islander women in the U.S. About one-fifth of mothers reported receiving services, which 
is similar to the National Comorbidity Survey Replication’s finding that the one-year prevalence 
of use of services for mental health or alcohol/drug use among the adult population in the U.S. 
was 18%.55 
This study also sought to identify racial disparities in mothers’ utilization of mental 
health or substance abuse treatment services. Among mothers who screened positive for 
depression, Asians and NHOPI were significantly less likely to have ever received mental 
health/substance abuse services compared with Whites - this dispels the Model Minority Myth by 
revealing that Asians and NHOPI are not “better off” and health care disparities do exist. The 
CES-D scale is often used as a screening tool to identify persons at risk for depression. The study 
finding demonstrates that among those who have demonstrated a need for such services, Asian 
and NHOPI mothers are less likely to access services to address their need. These results are 
consistent with previous research 17, 56 but extend the field’s understanding by providing separate 
estimates for Asian and NHOPI women. Factors that may help explain this study finding include 
clinician bias (e.g. underdiagnosis in Asians and NHOPI because they are “problem-free”)6, 8, 11 , 
stigma6, 8, 11, 17, 57, loss of face11, 57, financial cost11, limited English6, 8, 11, different cultural 
17 
expressions and perceptions of problems6, 8, 11, availability and accessibility of services8, 57, and 
lack of culturally appropriate services6, 8, 11, 16-18, 57. Further research is needed to identify factors 
related to the underutilization of mental health/substance abuse services among depressed Asian 
and NHOPI mothers. 
Furthermore, this study also identified factors that were significantly associated with 
receipt of services for mothers overall. For example, the predisposing characteristics, age (being 
34 years old or younger compared with 35+ years old) and education (having a high school 
education compared with some college or more) were significantly associated with not having 
received services. The enabling resources, household poverty level (living under compared with 
above) and social support (having person(s) they can count on in time of crises) were 
significantly associated with having received services. The need factors, illicit drug use (past 
and/or current use compared with no use) and experience with sexual coercion (lifetime 
experience compared with none), were also significantly associated with having received 
services. 
Strengths. The study’s findings add to the literature on the prevalence of mental 
health/substance abuse services and identification of the “need” factors that are associated with 
the utilization of mental health/substance abuse services among Asian and NHOPI women. 
Another strength of this study was that validated and widely used instruments were used to 
assess the “need” factors during the follow-up interviews with the HSP study participants. 
Limitations & Recommendations for Future Research. These results should be interpreted 
with the following limitations in mind. First, data collection methods combined use of mental 
health and substance abuse treatment as a single variable. These services are different in nature, 
and it is possible that there are different barriers and facilitators to treatment-seeking for mental 
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health vs. substance abuse services; therefore, it is suggested that future research separate the 
mental health services questions from the substance abuse services questions to better examine 
these possibilities. Second, the temporal sequence could not be established. Third, although the 
outcome was derived from self-report data, it is unclear whether having medical records data 
would have provided a more accurate assessment of receipt of mental health or substance abuse 
treatment services. It is possible that the study underestimated use of services from non­
professional providers. Unfortunately, a review of participants’ medical records for lifetime 
utilization of services was not feasible. Fourth, the study had a small sample size for certain 
subgroups. For instance, the study could not examine differences between mothers who reported 
that they wanted or needed mental health or substance abuse services compared with mothers 
who did not report that they wanted or needed such services. The study results also strongly 
encourage the need for additional research with a larger sample size due to the significant racial 
differences found among those with depressive symptoms. 
Fifth, reporting bias for substance use or intimate partner violence may be present if 
respondents preferred not to report unfavorable experiences for reasons such as stigma or shame. 
Sixth, because the study’s inclusion criteria included English proficiency, the study’s findings 
cannot be generalized to those with limited English proficiency; however, very few families were 
ineligible for the study due to limited English proficiency. Lastly, although the HSP survey used 
some of the terminology for the Diagnostic and Statistical Manual of Mental Disorders Fourth 
Edition (DSM-IV) diagnostic criteria of substance dependence and abuse, the respondents were 
not specifically asked whether these symptoms/experiences (e.g. withdrawal, tolerance) had 
occurred in the “past 12 months” which must be specified in order to meet DSM-IV criteria for a 
diagnosis of substance abuse or dependence.58 
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Implications for Behavioral Health 
Studies have documented the consequences of untreated mental health/substance use 
disorders. Asian and NHOPI women, in particular, have the highest prevalence of suicide among 
those 65 years old or older compared to their counterparts in other racial groups.59, 60 The results 
presented in this study highlight the urgent need to develop strategies to reduce health care 
disparities among Asian and NHOPI. One might reason that service use would not differ by race 
in Hawaii because there is no majority racial group. The study results strongly suggest otherwise 
– this is consistent with the literature that there are racial disparities in health care use.16, 61 
Further research is needed to recognize the barriers and facilitators to treatment seeking for 
mental health/substance abuse services. It is also crucial to consider the role of culture in 
influencing an Asian and NHOPI woman’s decision to seek needed treatment. 
Effective treatments exist and may significantly decrease society’s economic burden,9 but 
the challenge is two-fold: 1) to dispel the misperception that all Asians and NHOPI are the same 
and therefore have similar experiences with mental health/substance use disorders; and 2) to 
reevaluate the nation’s mental health/substance use health care system’s current ability to 
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Figure 1 
An Adaptation of the Andersen & Aday Behavioral Model and Access to Care 
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Table 
Table 1 
Maternal Characteristics When Children Were in Grade 1 (n=709) 
Characteristic Total # (%) 
Risk for child maltreatment
 At-risk 491 (69.3) 
Not at-risk 218 (30.7) 
At-risk: Study group assignment
 Controls 218 (30.8) 
Intervention 273 (38.5) 
Race
 White 97 (13.7) 
Asian 218 (30.8) 
Native Hawaiian/Other Pacific Islander 191 (26.9) 
No primary racial affiliation/Other 203 (28.6) 
Age (at baseline) 
≤ 19 148 (20.9) 
20-25 229 (32.4) 
26-34 260 (36.7) 
35+ 71 (10.0) 
Marital status
 Married/living together 404 (57.0) 
Single/separated/divorced/widowed 305 (43.0) 
Current health insurance
 None 62 (8.8) 
Public 223 (31.7) 
Private 419 (59.5) 
Education
 Less than high school 93 (13.1) 
High school 221 (31.2) 
Some college or more 394 (55.7) 
Employment (in past 12 months)
 No 139 (19.6) 
Yes, 1+ job 570 (80.4) 
Household poverty level
 Under 237 (34.0) 
Above 460 (66.0) 
Social support: Help with daily tasks
 0 37 (5.7) 
1-2 60 (9.3) 
3-5 167 (25.8) 
6+ 384 (59.3) 
Social support: Help with crises
 0 17 (2.4) 
1-2 155 (21.9) 
 3-5 315 (44.4) 
6+ 222 (31.3) 
Social support: Emergency child care
 0-1 91 (12.8) 
2+ 618 (87.2) 
Social support: Regular talks with another person
 No 71 (10.0) 
Yes 638 (90.0) 
Social support: Satisfaction with visits from kin
 No relatives 121 (17.1) 
1+ relatives & more/less often 166 (23.4) 
1+ relatives & it’s about right 422 (59.5) 
Social support: Satisfaction with communication from a male partner
 Dissatisfied/Very dissatisfied 51 (7.2) 
Satisfied 320 (45.1) 
Very satisfied 222 (31.3) 
No current partner or in past 12 months 116 (16.4) 
Social support: Attend religious services a month
 No religious group 358 (50.5) 
Attend once per month 61 (8.6) 
Attend more than once per month 290 (40.9) 
Social support: How active in voluntary groups 
 No membership in group 526 (74.2) 
Not active or Fairly active 71 (10.0) 
Very active 112 (15.8) 
Depressive symptoms
 No (CES-D<16) 505 (71.6) 
Yes (CES-D≥16) 200 (28.4) 
Any illicit drug use
 No 315 (44.5) 
Yes in past, but not currently/in past 12 months 347 (49.1) 
Yes in past and currently/in past 12 months 45 (6.4) 
Problem alcohol use (in past 12 months)
 No 645 (91.0) 
Yes 64 (9.0) 
Intimate partner violence (IPV)
 No IPV ever 111 (15.8) 
Some IPV ever 525 (74.9) 
No partner in past 12 months 65 (9.3) 
IPV: Any psychological aggression
 No 117 (16.8) 
Yes 516 (73.9) 
No partner in past 12 months 65 (9.3) 
IPV: Any physical assault 
 No 446 (63.9) 
Yes 187 (26.8) 
No partner in past 12 months 65 (9.3) 
IPV: Any sexual coercion
 No 565 (80.4) 
Yes 73 (10.4) 
No partner in past 12 months 65 (9.2) 
Note: Total for each variable does not always equal 709 because there were non-responses for 

some variables. Total does not always equal to 100% due to rounding.
 




“Ever Utilized” & “Never Used but Wanted or Needed” Mental Health/Substance Use 

Services, by Type of Care (n=709)
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* “Professional” included: 1) Community mental health center/other outpatient mental health 
clinic; 2) Professional care (e.g. psychologist, psychiatrist, social worker, or family counselor not 
part of service/clinic already mentioned); 3) Partial hospitalization; 4) Emergency room; and, 5) 
Family doctor. 
** “Non-professional” included: 1) In-home therapist/counselor/family preservation worker; 2) 
Any other kind of counselor; 3) Support group; 4) Priest/Minister/Rabbi; 5) 
Healer/Kahuna/Spiritualist; and, 6) Acupuncturist/Chiropractor/Naturopath. 
Table 3 
Prevalence of Utilization & Multivariate Analyses for Mental Health/Substance Abuse Services (n=709)* 
Variable Prevalence - # (%) OR (95% CI) 
Risk for child maltreatment 
Not at-risk† (n=218)
 At-risk (n=491) 
Age 
35+ † (n=71)
 <35 (n=637) 
Marital status 
Married/living together† (n=438)
 Single/divorced/separated/widowed) (n=267) 
Health care insurance 
Private† (n=419)










1.21 (0.70, 2.10) 
1.00 (reference) 
0.40 (0.21, 0.77)‡ 
1.00 (reference) 
1.60 (0.98, 2.61) 
1.00 (reference) 
1.05 (0.61, 1.82) 
 None (n=62) 
Education 
Some college or more† (n=394)
 High school (n=221)
 Less than high school (n=93) 
Household poverty level 
Above† (n=460)
 Under (n=237) 




 6+ (n=222) 













0.42 (0.17, 1.05) 
1.00 (reference) 
0.59 (0.35, 0.98)** 
0.52 (0.27, 1.02) 
1.00 (reference) 
1.73 (1.02, 2.93)** 
1.04 (1.01, 1.07)** 
1.00 (reference) 
 Yes in past, but not currently/in past 12 months (n=347)
 Yes in past and currently/in past 12 months (n=45) 
Problem alcohol use 
No† (n=639)




 No partner in past 12 months (n=65) 
Any physical assault 
No† (n=446)
 Yes (n=187)
 No partner in past 12 months (n=65) 
Any sexual coercion












2.62 (1.63, 4.23)‡ 
5.18 (2.32, 11.59)‡ 
1.00 (reference) 
1.41 (0.73, 2.70) 
1.00 (reference) 
0.78 (0.42, 1.44) 
1.41 (0.63, 3.18) 
1.00 (reference) 
1.13 (0.68, 1.89) 
~ 
1.00 (reference) 
 Yes (n=72) 35 (48.6) 2.27 (1.19, 4.32)** 
No partner in past 12 months (n=65) 26 (40.0) ~ 
Interaction: Depressive symptoms & Race 
Depressive symptoms (No) (n=505)
 White† (n=76) 16 (21.1) 1.00 (reference) 
Asian (n=163) 23 (14.1) 1.01 (0.46, 2.22) 
Native Hawaiian/Other Pacific Islander (n=121) 13 (10.7) 0.73 (0.30, 1.77) 
No primary racial affiliation/Other (n=145) 31 (21.4) 1.41 (0.67, 2.96) 
Depressive symptoms (Yes) (n=200)
 White† (n=21) 13 (61.9) 1.00 (reference) 
Asian (n=55) 11 (20.0) 0.18 (0.05, 0.66)‡ 
Native Hawaiian/Other Pacific Islander (n=68) 21 (30.9) 0.25 (0.07, 0.84)** 
No primary racial affiliation/Other (n=56) 22 (39.3) 0.41 (0.12, 1.40) 
*Results represent the final model with interactions, and adjusted OR (95% CI) for the association between the variable and outcome 
(lifetime use of mental health/substance abuse services vs. no lifetime use of mental health/substance abuse services). 
**Statistically significant at p≤0.05 
‡Statistically significant at p≤0.01 
†Reference group 
~ Dropped due to collinearity 
